Therefore it was worth while in such a disease to err on the side of doing too much, rather than too little. Believing, as he firmly believed, that a number of those cases were curable if operated upon early-his statistics gave 33 per cent. of complete cures after operation-it was a pity that practitioners did not spend more time in the study of the symptoms of rectal cancer, as they were obvious. But time after timue cases came to him which had been treated for long periods as chronic dysentery, intestinal catarrh, piles, &c., without any examination having been made, whereas if that simple precaution had been taken, the nature of the disease would have been early apparent, and they might have been treated by operation with permanent success instead of having drifted into a hopeless condition.
Sir FREDERIC EVE said it had been truly stated that the surgery of cancer was the surgery of the lymphatic system. It was only in recent years that the widespread permeation of cancer had been understood. Mr. Handley believed that the permeation in the bowel wall extended 5 in. above and below a rectal growth. Judged by clinical observation and the test of permanent cure, the speaker felt no doubt that operations of the Kraske, or perineal, type were not sufficiently thorough. Steinthal, taking the statistics of numerous surgeons, came to the conclusion that primary cure was obtained in only one-fourth or one-fifth of the cases operated upon. Gant, taking the work of nine surgeons, found permanent cure in only 15'6 per cent. Mr. Swinford Edwards's statistics, in his article in Burghard's " Operative Surgery," showed that out of fifty of his cases traced, in only seven did patients reach the three years' limit, and only three of them exceeded it. Every surgeon was aware that the three years' limit was too short, for many cases recurred after that time. Two of his own cases had recurred after five years. With regard to Miles's statistics, out of 58 cases traced, 54 were known to have had recurrence. Even allowing, with Mr. Cripps, that some of these cases were unsuitable for operation, it was impossible that any large number of them could have been. These facts showed very clearly that the Kraske or perineal method could not be relied on to give a permanent cure. For many years in clinical teaching he had emphasized the importance of exploring the abdomen in the majority of cases of rectal cancer. The.necessity of that was obvious, to ascertain the condition of the glands, of the pelvic peritoneum, the amount of fixation of the upper part of the bowel as well as that of the lower, and finally the condition of the liver. For that reason he formerly advocated the performance of a preliminary colostomy. The advisability of exploring the abdomen was a strong point in favour of the abdomino-perineal method; In recent years his work in that department had been largely influenced by an important article by Rotter on the combined operation, which appeared in " Langenbeck's Archives" for 1906.' Rotter strongly advocated restoring the continuity of the bowel. The speaker, from his own experience, had come to the conclusion that the operation which fulfilled the two most important conditions-namely, a low mortality and a prospect of permanent cure -consisted in performing the abdomino-perineal operation, with the formation of a permanent colostomy. The method of controlling bleeding during the operation was of importance. After the abdomen had been opened the peritoneum was incised on the outer side of the pelvic colon and sigmoid flexure, and the large intestine, with the peritoneum, was stripped inwards to the middle line; the inferior mesenteric artery was thus exposed with the left ureter. A ligature was placed on the inferior mesenteric artery as high as was necessary, according to the condition of the glands which lay along it. That completely controlled the blood supply. The glands and cellular tissue were stripped from the sacrum, and the peri-rectal tissue removed. He agreed with Mr. Miles that in many cases the fat in the ischio-rectal fossae and the levator ani should be taken away. Since many rectal cases occupied the ampulla, or true rectum, it seemed to him impossible to excise sufficient bowel below the growth unless the anus were sacrificed. He always separated the rectum as low as possible from the abdomen (as far as the levator ani), and then performed the rest of the operation through a perineal incision, having first closed the peritoneum through the abdomen. The operation of restoring the bowel with the combined abdoinino-perineal operation could not be dissociated from the great risk of sloughing of the bowel or of leakage from giving way of the posterior sutures. It was to that sloughing and leakage, together with the more prolonged operation, that the high mortality of the abdomino-perineal operation was due. Among twenty-five cases published in 1906, Rotter's mortality was 44 per cent.; and in twenty-six cases published in 1908, Mayo's mortality was 26 per cent. During the last two years the speaker had performed the abdomino-perineal operation, combined with a permanent colostomy, with uniform success. He believed that that operation would present a very low mortality. Though I Archiv f. Klin. Chir., Berl., 1906, lxxxi, ii Theil., p. 383. ill he advocated it for a large number of cases of carcinoma of the rectum -viz., those occupying the ampulla or true rectum-he recognized that when the disease affected only the anal canal and anus it might be right to attack it from the perineum, but the coccyx should be removed, the sacrum cleared, and the groin glands extirpated. If the disease occupied the lower part of the pelvic colon, or supra-peritoneal portion of the bowel, so that it could not be dealt with entirely abdominally, then it was justifiable to perform the combined operation, with restoration of the bowel. The invagination method appeared to be least likely to be followed by sloughing. In performing it, there need never be any anxiety as to the possibility of bringing down the colon. Every surgeon had used the incision on the outer side of the sigmoid flexure in order to mobilize it. Mr. Moynihan had suggested that this method could be still further utilized in the combined operation to mobilize the descending colon by prolonging the incision upwards along it.
After closing the abdomen the operation was completed through a perineal incision through which the tumour, with the lower portion of the bowel, was brought and the junction effected. In this way soiling of the peritoneum was avoided, and the perineal wound was very useful for drainage of the pelvis; it also served to keep an observation on the suture line.
Mr. HERBERT F. WATERHOUSE said he was glad to find himself in almost complete agreement with what had been said by Mr. Harrison Cripps and Mr. Edwards. For once, he differed from Sir Frederic Eve, as he (Mr. Waterhouse) was an out-and-out supporter of the parasacral method of excision. The admiinistration for four or five days previous to the operation, by the mouth, of beta-naphthol, in 5-gr. cachets four times a day, was of much service in very greatly reducing the septicity of the bowel, and in diminishing the risk of pyogenic infection of the wound. He regarded the para-sacral method as one of choice, and thought the combined abdominal method should only be exceptionally employed. Of operable cases of cancer of the rectum, eight or nine out of every ten were best removed by some modification of Kraske's para-sacral incision. He thought the method was really due to Kocher, although Kocher only removed the coccyx. Though he had frequently performed the para-sacral operation, he had never found it necessary to remove any portion of the sacrum; it was always sufficient for a surgeon with a hand of ordinary size to re;move the coccyx alone. He thought the removal of any part of the sacrum unnecessarily
